The point prevalence at birth of generalised bone dysplasias was estimated by a study of all children born between 1 January 1970 and 31 December 1983 in the county of Fyn (Denmark). Additionally the population prevalence on 31 December 1983 of all patients with generalised bone dysplasias in this county was determined. The county is a well defined, representative subregion of Denmark which demographically comprises a cross section of about 9% of the Danish population.
Comprehensive epidemiological studies, based on total populations, are difficult to perform for geographical and administrative reasons. The available reports on generalised bone dysplasias are few and incompletel 2 and quite elementary epidemiological data are missing. Many of the conditions are difficult to study satisfactorily because they are hard to diagnose and thus often misclassified, or because they remain undiagnosed, especially in stillborn babies and in children dying shortly after birth.
The county of Fyn (Funen) forms a geographically and administratively well defined region, which, with regard to area and population, com 150 had generalised bone dysplasia. Thus, the prevalence is 33-0 per 100 000. The distribution of the dysplasias over the years was even; there was no conspicuous geographical accumulation and no significant sex difference. Osteogenesis imperfecta constitutes by far the largest group with a point prevalence at birth of 21-8 (95% confidence limits 12-7 to 31-0) and a population prevalence of 10-6 (4-2 to 17-0) per 100 000. Both values are far higher than previously reported.3 Classification in the four types was performed according to Sillence et al. 3 Radiographical examples of types II, III, and IV are given in figs 1 to 4.
Achondroplasia was found to be much less frequent than generally assumed5 and with a lower prevalence at birth (1-3 (0 to 3-5)) than achondrogenesis (6-4 (1-4 to 11.4)), multiple epiphyseal dysplasia (MED) tarda (9-0 (3-1 to 14.9)), autosomal dominant osteopetrosis (5.1 (0.7 to 9.5)), and thanatophoric dysplasia (3-8 (0 to 7.6)). age difference between the types. Within a given family, only the same type was found. Two cases of neonatal lethal micromelic dysplasia were unclassifiable as x rays were not obtained. 
Discussion
The ascertainment of patients was based on all available inpatient registers as well as the radiological register at Odense University Hospital, which comprises both inpatients and outpatients. Furthermore, detailed family histories and examinations were performed. One-third of the patients were ascertained from the radiological register and from family examinations. Thus, ascertainment is considered as complete as possible, but complete ascertainment of all bone dysplasias is probably not a _ , possible. In particular, dysplasias with no or very few symptoms are likely to be underrepresented as these will often not be examined. However, the clinical importance of such dysplasias is minor. By a thorough and systematic investigation of a population sample, it has been shown that generalised bone dysplasias are more common than generally assumed and that the distribution of the individual types differs markedly from what is commonly described. Achondroplasia, however, has been found to be less common, while other bone dysplasias, formerly included among the achondroplasias, have been found to have a higher prevalence. A very high prevalence of osteogenesis imperfecta was found. The demographic characteristics which are controllable do not show any differences from the other Danish counties and no indications of a higher coefficient of inbreeding were found in the county. No indications of clusters were observed. Thus, no special genetic or environmental regional conditions are considered to be the cause of the high prevalences.
The error in the estimates of the population prevalence is greater the longer back in time we go, as radiographical documentation is missing in a larger number of cases because it was formerly uncommon to obtain x rays of newborn and stillborn infants with suspected bone dysplasia. The point prevalence at birth calculated from the period 1 January 1970 to 31 December 1983 is assumed to be as exact as possible, as knowledge of the bone dysplasias has grown and the patients are more carefully examined, including x ray examinations at birth. A few conditions like multiple cartilaginous exostoses, osteopetrosis (autosomal dominant), osteogenesis imperfecta types I and IV, and tarda types of spondyloepiphyseal dysplasia and MED are often not diagnosed during the first years of life unless discovered incidentally. Therefore, these groups will probably be underrepresented in the last years of the study period. However, all patients from the study period are at present over four years old, and therefore conditions which are not immediately obvious at birth will have been recognised by now in most cases.
The characteristic stippling in the epiphyses in chondrodysplasia punctata will often disappear during the first year of life.13 If .the diagnosis is not made until then, these patients will often erroneously be classified as MED tarda or brevitas extremitatis inferioris unilateralis (in cases of the Conradi-Hunermann type) later on.
Multiple cartilaginous exostoses is usually only diagnosed when the exostoses are symptomatic and so is probably underrepresented.
When osteopetrosis is suspected, x ray examinations of the skull and spine as well as the pelvis and tubular bones should be obtained, as sclerosis is located mainly in the calvarium (type I) or the end plates of the vertebral bodies (type II). The radiological findings in the spine in type II resemble the findings in hyperparathyroidism or in uraemic osteodystrophy ('rugger jersey spine'), but blood analysis in patients with osteopetrosis excludes these conditions.
Many cases of MED tarda and spondyloepiphyseal dysplasia tarda are erroneously diagnosed as Legg-Perthes disease and even treated as such. When bilateral Legg-Perthes disease is suspected, supplementary x ray examination of the spine and other joints to exclude generalised epiphyseal disease should be performed before treatment is instituted. 14 The radiological findings in generalised bone dysplasias are often characteristic and an exact diagnosis can be made. Even in cases where the therapeutic possibilities are few or non-existent, a correct diagnosis is important for valid genetic counselling and evaluation of the clinical prognosis.
This again can influence therapy.15 It is therefore important in cases of congenital malformations including skeletal abnormalities and dwarfism to obtain x ray pictures of the whole skeleton as soon as possible in order to make a correct diagnosis.
As the bone dysplasias are individually relatively rare, it is difficult for most hospitals to obtain sufficient experience in diagnosing individual cases. There is a need for sufficiently large regional centres collecting cases which will improve knowledge and service in a field which includes many patients with a severe, lifelong, or even lethal handicap.
